Pulmonary aspergilloma is the most common form of aspergillus infection in patients with pre-existing cystic or cavitary lung disease. Extrapulmonary aspergilloma, specifically, in the mediastinum, is an unusual pathologic manifestation of this organism. Aspergilloma presenting as superior vena cava (SVC) obstruction has rarely been seen. Here, we report a case of mediastinal aspergilloma in a 30-year-old female patient presented with signs and symptoms of SVC obstruction. The patient had a history of cough with expectoration along with progressive dyspnea on exertion for 3 months. A computerized tomographic chest showed a soft tissue density mass involving the mediastinum and compressing the SVC. Computed tomography-guided fine-needle aspiration cytology and trucut biopsy were performed, and the samples were examined histopathologically and subjected to culture, which yielded the growth of Aspergillus fumigatus. The patient responded well with itraconazole, with serial imaging showing a near complete resolution of the mass.
Introduction
Aspergillosis is a term that is used to describe the condition when infection by the common soil fungus, aspergillus, is evident. Altered host immunity leads to infection by low-pathogenicity fungus and can cause a variety of diseases. The strain Aspergillus fumigatus is the most common aspergillus pathogen found in humans, specifically in pre-existing diseases of the lungs. Classification of thoracic aspergilloma on the basis of sites involves pulmonary aspergilloma, pleural aspergilloma, and endobronchial aspergilloma. Hence, it does not easily fit the extrapulmonary thoracic (mediastinal) aspergilloma, as it is hardly reported. Fungi are saprotrophic organisms that grow noninvasively in a pre-existing cavity. Fungal hyphae with blood products and cellular debris form a mass in a cavity known as fungus ball. Cavitary lung diseases, residual pulmonary cavity, or cystic space can harbor an aspergilloma [1] . Residual healed cavities due to tuberculosis are probably the most commonly involved [2] . Other lung diseases susceptible to aspergilloma are sarcoidosis, ankylosing spondylitis, emphysematous bulla, cavitated bronchogenic carcinoma, and pulmonary infarction [1] . Aspergilloma can also be seen in a patient with no significant chronic lung disease. Here, we report a case of mediastinal aspergilloma, wherein the patient came with acute presentation of superior vena cava (SVC) obstruction.
Case history
A 30-year-old female patient was admitted in our respiratory care unit with symptoms and signs of SVC obstruction. The patient had a history of progressive dyspnea on exertion along with productive cough since the last 3 months, with worsening in the past 7 days. The patient had a history of pulmonary tuberculosis and took antitubercular treatment for an adequate duration 15 years back. There was no other significant past history. On examination, the patient had pale conjunctiva and no icterus, cyanosis, fever, or any lymphadenopathy. She had fullness of the suprascapular region along with prominent veins over the anterior chest wall. Her pulse rate was 96/min, blood pressure was 110/70 mmHg and respiratory rate was 22/min. Chest radiography in the posteroanterior view showed a right-sided mass lesion of 6-7 cm diameter, obscuring the hilar region in the right paracardiac area (Figure 1 ).
Contrast-enhanced computed tomography of the chest revealed an ill-defined soft tissue mass with speculated margins, 10×10×12 cm in dimension with heterogeneous enhancement causing luminal narrowing of the right
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branch of the main pulmonary artery and complete occlusion of the right main stem bronchus ( Figure 2 ). SVC was compressed by the mediastinal mass, and mild pericardial effusion was also seen ( Figure 3 ). Rest of the lung fields were normal.
Bronchoscopy showed narrowing of the right main bronchus with no intrabronchial growth; sampling revealed reactive cells with no evidence of malignancy. Trucut biopsy of the lesion was processed, and hematoxylin and eosin staining showed thickened septate hyphae with dichotomous branching; the conidiophores had club-shaped vesicles.
These vesicles were uniseriate and entirely covered with conidia pointing in all directions. Sabouraud's dextrose agar culture was performed for this biopsy specimen, wherein the growth of A. fumigatus colonies were suspected and confirmed by performing a lactophenol cotton blue mount from the culture. The patient's fine-needle aspiration sample also showed a similar result, that is, septate hyphae with dichotomous branching consistent with aspergillus.
The patient was put on oral itraconazol. Follow-up chest radiography showed a reduction in the size of lesion after 3 months ( Figure 4 ) and near complete resolution after 5 months of treatment ( Figure 5) . The patient showed a drastic reduction in her acute and Mass is involving the mediastinum along with pericardial pleura and compressing the superior vena cava.
Figure 2
Computed tomogtaphic scan reveals an ill-defined soft-tissue mass with speculated margins of 10×10×12 cm in dimension with heterogeneous enhancement causing luminal narrowing of the major pulmonary artery and complete occlusion of the right main stem bronchus.
Figure 4
Resolution of paracardiac opacity after 3 months of antifungal therapy.
Figure 1
Radiography of chest showing a right-sided mass lesion in the paracardiac area (centrally placed).
chief complaint, shortness of breath, and other symptoms too were markedly reduced.
Discussion
A. fumigatus resulted in a wide variety of clinical diseases. Its infection mostly depended upon the local and systemic immunity of the host and the presence of pre-existing anatomical distortion. Pulmonary aspergillosis is classified into five forms on the basis of immunology and their radiological manifestations, that is, (a) aspergilloma, (b) allergic bronchopulmonary aspergillosis, (c) chronic necrotizing pulmonary aspergillosis, (d) air-way invasive aspergillosis, and (e) angioinvasive aspergillosis. This classification was described by Franquet et al. [3] .
Residual healed cavities due to tuberculosis are probably the most commonly involved [2] . Other lung diseases susceptible to aspergilloma are sarcoidosis, ankylosing spondylitis, emphysematous bulla, cavitated bronchogenic carcinoma, and pulmonary infarction [1, 2, [4] [5] [6] [7] [8] . The unique finding in the present case was involvement of the mediastinum by aspergillus with no cavitation. Moreover, the fungus obstructed the main bronchus and major pulmonary artery (right branch), which is a rare presentation. Although there were no identifiable cavities in this patient, we hypothesize that perhaps there was colonization of the mediastinum along with the mediastinal pleura and pericardium.
Patients suffering from aspergilloma have a high variety of clinical presentation, from asymptomatic infection to severe respiratory insufficiency [5, 6] . Mostly, patients with aspergillus infection present with hemoptysis and chest pain. Bleeding is caused by release of hemolytic exotoxins by the fungus that damage the bronchial blood vessels' lining cavity. Another reason may be due to the friction between aspergilloma and the blood vessels' lining [7] . Presentation with predominant dyspnea is very uncommon and was observed in the present case; it may be due to the compression of SVC or obstruction of the right main bronchus. The classic radiologic finding of pulmonary aspergilloma is an air crescent sign, which is due to a discrete round or oval density occupying a major part of the cavity [9] [10] [11] [12] [13] . Aspergilloma mostly affects the upper lobe. Pleural thickening in areas adjacent to the aspergilloma cavity is common and may accompany or precede the appearance of a fungal ball [14] . Any new pleural thickening may be the earliest radiographic sign of extrapulmonary aspergilloma formation. The fungus may spread from the original site, involving both the lungs, may form cavities, areas of consolidation, or empyemaor, with emphysema also being reported. In the present case, the presentation was atypical, that is, it was acute in onset with symptoms of SVC obstruction, which has not been reported earlier.
The computed tomography imaging showing lowdensity areas in this case suggest microabscess and central necrosis formation, which are also characteristically found in histology. The irregular margins of mass on computed tomographic scan can be the combination of inflammatory change and fibrotic reaction, as confirmed at pathology (Figures 6 and 7) . Aspergillomas are commonly detected as an incidental finding on radiograph or computed tomography, but it should not be missed, as it can lead to misdiagnosis and mistreatment. Moreover, the prevalence of invasive disease is increasing in the population. Percutaneous computed tomography-guided fine-needle aspiration has been considered in such patients [15] . Sections showing the presence of uniform, narrow, tubular, regularly septate, branching fungi in inflammatory granulation tissue. A few conidia are seen scattered, along with small mycelial aggregates in necrosed inflammatory granulation tissue (×40).
Figure 5
Near complete resolution of paracardiac mass after 5 months.
In conclusion, the diagnosis of aspergilloma in individuals with any pre-existing disease without an underlying cavity is difficult and is based on the combination of available imaging findings along with histopathological examination of the obtained samples, that is, bronchial washings for culture and fungal staining, biopsy, or percutaneous aspirations. Classification of extrapulmonary aspergillus may require a refinement of the existing scheme to embrace invasive and noninvasive disease in other sites, specifically, the mediastinal and pleural sites.
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Figure 7
Necrosed tissue showing large fungal balls with the presence of bizzare hyphae, and targeted conidia forming balls (×40).
